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Background:

While Namibia has made impressve gainsin economic, political and socid development since its
independence 13 years ago, its most precious asset, its human resource base is being devastated by the
HIV/AIDS epidemic. According to the 2002 HIV sentindl sero-survey, HIV prevaence varies by
region from 9 percent to 43 percent, with an overal estimated 22 percent crude prevalence rate for
sexudly active adults. Resultantly, Namibiais one of the top five AIDS-affected countriesin the
world. Heterosexud sex and mother to child transmissons are the main routes of transmission for
HIV in Namibia. Of the 75, 000 births that occur annualy, approximatey 17,500 (23%) areto HIV
positive women. Based on atransmisson rate of 30% to 40%, it is anticipated that gpproximately
5,250 to 7,000 newborns will become infected with HIV each year. According to the DHS, of the
most recent births more than 90% of pregnant women receive antenatal care from a doctor or nurse.
More than 75% of women who gave birth in the past five years were assisted by trained medica
personnel. Ninety four percent (94%) of women breastfeed their infants during the first three months
of life; 92% of children continue breastfeeding at 4 to 6 months of life; and 75% of children continue
to breastfeed at 10-12 months of life. Twenty six percent (26%) of children are exclusively breastfed
from zero to three months of life; with three percent (3%) still exclusvey breastfeeding at four to Sx
months of age.

Namibia recognizes that HIV/AIDS is cregting enormous new chalenges for the future
development of the country. A 2002 Ministry of Hedlth and Socid Services (MoHSS) report
projected that, by 2003, Namibia would have 114,500 orphans (including vulnerable children to age
18), of which 2/3 are attributable to the HIV/AIDS epidemic. Moreover HIV/AIDS is exacerbating
shortages of skilled workersin certain sectors, e.g. teachers and nurses, reducing productivity, and
impeding economic growth.

After consulting widdy with the Namibian public, private, and non-governmentd leeders and
organizations, USAID Namibiafashioned its strategic objective programming as apart of its
HIV/AIDS strategy. The Misson's Strategic Objectiveisto “ Reduce the spread and impact of
HIV/AIDS in Namibia’. It plansto achieve this objective by utilizing a number of interventions.
Whichindude

IR.1. Sexud behavior changes reducing risk of HIV transmisson

IR.2. Mother to Child transmission prevented

IR.3. PLWHA and families receiving quality care, support and trestment, including
HAART

IR.4. OVC provided quality care and support services.

These strategic objectives complement the GRN objectives as set out in the Nationd Strategic Plan on
HIV/AIDS, the Medium Term Plan [ (MTPIl 1999-2004) and the National Development Plan 11
(NDPII)

Some of the activities for the programming include the requests made by the MoHSS for support in
the roll-out of voluntary counsding and testing programs in MoHSS supported faith based facilities
and communities; social marketing throughout Namibiain public and private sectors, and support the
roll-out of PMTCT-plus programsin MoHSS supported faith based hedlth facilities which indude at



least five mission hospitals and approximately 30 associated hedlth facilities. Goads of
USAID/Namibiaas gated in their Initial Plan Proposd for the President’ s Initiative include:
1. Launch and establish anationa PMTCT program
2. Maximize PMTCT program coverage of HIV-postive ddiveries with at least nevirapine as
quickly as possible which may include the provison of nevirgpine to women of unknown HIV
gaus
3. Strengthen MoHSS coordination and support to PMTCT implementation at the nationd,
regiond, didrict, and hedth facility levels,
4. Provide prevention programs as well as accessto VCT, PMTCT, trestment, maternal and
child tranamission

Purpose of the Visit:

The purpose of the visit to Namibiawas to provide technical assistance to the USAID/Namibia
Mission by conducting field assessments of PMTCT programs at three faith based hospitals;, evaluate
the ability to integrate family planning referrd, counsdling, and service ddlivery into PMTCT
programs, and to evaluate postabortion care activitiesin one clinical Ste.

M ethodology:

The field vigits occurred between August 23, 2003 and September 5, 2003. Information was gathered
viafidd vigtsto three faith- based hospitals, interviews with hospital adminidrative saff, medicad and
nursing saff, VCT counsglors, women receiving prenatal care, representatives of Lifding/Childline,
Catholic Hedlth Services, and Katatura hospital.  Observations were made of staff during service
delivery and counsdling sessons with patients. Documents were also reviewed to garner further
information.

Findings:

Findings will be reported according to each ingdtitution/organization. Impressions/chalenges with
recommendetions for action/interventions will be included in the assessment of each indtitution.
Ladtly, interviews held with representatives from Katatura Hospital and Lifding/Childline will be
noted following information on the Ste vists.

Policy Environment for combating HIV/AIDS in Namibia
Thereis very strong support from the Ministry of Hedlth and Socia Servicesin Namibiafor
combating the HIV/AIDS epidemic. Thisis evidenced in the existence of the following documents:

1. Republic of Namibia Ministry of Hedlth and Socid Services Guiddinesfor the Clinical
Management of HIV and AIDS

2. Republic of Namibia Ministry of Hedth and Socid Services Guidelines for Counsding of
HIV/AIDS and Sexually Transmitted Diseases, June 2001

3. Republic of Namibia Ministry of Hedlth and Socia Services Guiddines for Anti-Retrovira
Therapy, Firgt Edition, April, 2003

4. Republic of Namibia Ministry of Hedlth and Socid Services Policy on HIV/AIDS:
Confidentidity, Notification, Reporting and Surveillance



5. latesta, M. and McKeroy, V.S. Report to Ministry of Hedth and Socid Services Externd
Review Team Voluntary Counsding and Testing Mid- Term Review Namibia Medium Term
Pan Il on HIV/AIDS (1999-2004), January 16-24, 2003.

These documents serve as the undergirding policy for the nationad medical and socid services
responseto HIV/AIDSin Namibia Most of the documents are user friendly, some availablein
additiond languages. The dlinica management guiddines are pocket sized making it easy for the
hedlth care practitioner to carry with them for easy reference.

Site Vigits

Sitevidtswere done a S. Mary’s Hospital in Rehoboth, St. Martin’s Hospital in Oshikuku,
and Onandjokwe Hospita in Onandjokwe. Interviews were held and tours were done to assess
gafing, the fadlities, and availability of suppliesfor conducting successful PMTCT programs.

St. Mary’sHospital — Reheboth Health District

Informants:

Sr. Raphaela Handel — Executive Director — Catholic Health Services
E. 1zales, RN — Charge Nurse— Maternity Ward

E. Gaweses, RN — ChargeNurse — Theatre

IreneMouton — PMTCT Coordinator

Dr. D. M. Kangudie—Physician, St. Mary’s Hospital

K. Husselmann

. Mary’sHospita isa 150 bed facility which has served as the Digtrict Hospita for
Rehoboth since 1943. 1t is owned by the Catholic Church and is managed by Catholic Hedlth
Services. Besdes St. Mary’ s Hospitd, there is the Rehoboth Health Centre serves as the outpatient
department and is managed by the Ministry of Hedth. There are 3 rurd clinics and 18 outreach point
that exist on farms for which there are monthly vists. There are 4 doctors working in these settings
(two government employees and two employed by Catholic Hedlth Services). The Superintendent of
. Mary's Hospita aso serves as the Principa Medica Officer of the health district.t .

Thetota population of the Rehoboth Didtrict is 29, 840 people. Therate of HIV prevalenceis
between 10% and 43%; with 10% of adults aged 15 to 49 being HIV postive. In 2002, 1414 HIV
tests were conducted a St. Mary’s Hospita with 323 (22.8%) of those tests being positive. Forty five
(45) additiona patients were diagnosed with clinical AIDS?

VCT and HIV Servicesat St. Mary’s Hospital

Searvices offered by St. Mary’ s Hospitd include VCT and HIV testing for Sick patientswith
dinica 9gnsof HIV/AIDS; HIV testing Since 1999 for al TB patientsVCT for antenatdl care
attendants; trestment of opportunigtic infections; intensive health education according to the ABC
dogan of the Catholic Aids Action (CAA), participation in the Diflucan Partnership Program (DPP)

! Kangudie, D.M. Presentation of Rehoboth District and the Situation of HIV/AIDS. Rehoboth, 28 August 2003.
2 Mouton, I. PMTCT: Past and Future with Bush Initiative



and PI\/ITECT which was implemented in September, 2002 as a Specific initiative of Catholic Hedlth
Services.

ThePMTCT Program at St. Mary’s Hospital

At St. Mary’ sHospitd, there are gpproximately 50 to 60 births per month with + 5
births'/month (10%) being to HIV positive mothers. In September, 2002, the PMTCT program was
initiated as a hospital based program. It has one designated staff person who serves asthe PMTCT
Program Coordinator. Antenatd servicesinclude antenata care, group education whose topics
include HIV/AIDS, vitamin and iron supplementation as needed, follow-up antenatd vists, ddivery,
and asix week postpartum visit. Pre-test counsdling and testing for HIV/AIDS is made available for
al pregnant womenwith officid enrollment into the PMTCT program when the mother has a
positive HIV test result.

Activities of the PMTCT program include pre and post-test counsdling for HIV; nevirapine
trestment for HIV postive mothersand their infants, counseling on feeding; weekly home vist
follow-up for 6 weeks post ddlivery; infant trestment of co-trimoxazole at six weeks of age, and
initiation of immunizations a Sx weeks of age. At 34 weeks gestation, the mother is provided with
two Nevirapine tablets and isingtructed to take the initid tablet at the onset of labor. Itis
recommended that if mothers choose to exclusvely breastfeed, that they do so for 4 months in
keeping with WHO guiddines for breastfeeding.  After ddivery, the infant receives Nevirapine syrup
in the labor ward within 72 hours after birth. Upon discharge from the hospitd, the PMTCT
coordinator conducts weekly home visits on the mother and infant for six weeks.*

From September, 2002 through July, 2003, there were 612 women who sought antenatal care
sarvices, 612 (100%) had HIV testing done.  Sixty (9.8%) of the women had positive test results; 562
(90.2%) were found to be HIV negative. Forty seven (78%) of the HIV positive women were enrolled
into the PMTCT program. Of this number 37 (79%) ddlivered at St. Mary’ s Hospital; 31 (65%)
recelved nevirapine and 37 (79%) women received follow-up for 6 weeksin the PMTCT program.
Forty three babies received nevirapine treetment after delivery. This number accounts for the birth of
twins and infants of mothers who had not received antenatd care at t. Mary’s Hospital.® Family
planning counsdling was not autometically inclusve in the Sx week postnatd vist.

Family Planning and Sexually Transmitted Diseases (STDs)

While Naturd Family Planning (NFP) is the officialy recognized method by the Catholic
Church, their family planning clinics dso offer injectables, ord contraceptives, and bilaterd tuba
ligation. No IUDs are utilized as they are seen as abortifacients. Abortion remainsillegd in Namibia
STD evduation and trestment for women is handled on a syndromic basis. There are no individud
STD dinics within the CHS system.

Physical Setting:

A tour of the facility found the labor and delivery ward to be clean and offering privacy and
confidentidity to the patients. Generally the rooms were semi private with two beds to aroom for
women during labor and the postnatal period. There was no overcrowding with no more than two

% Kangudie, D.M. Presentation of Rehoboth District and the Situation of HIV/AIDS. Rehoboth, 28 August 2003.
4 Husselmann, K. ANC PMTCT Rehoboth Health Centre. Presentation of Project Overview.
® Mouton, I. PMTCT: Past and Future with Bush Initiative



women to aroom on the postnata room. All mattresses were off the floor onto bed frames.
Equipment was available including ultrasound machine, equipment for infant resuscitation. There

was a generous stocking of sterile and non-gerile gloves, sterile needles and syringes. A plastic bin
was used for digposa of needles. The theatre was found to be clean. Disposable drapes had been
donated to the hospital last year. As per the head nurse for the thestre, these drapes were used for
cesarean sections done on the HIV positive mothers. Guidelines on precautions for preventing HIV
transmission during labor and delivery were posted on the wal in the ddivery rooms. PMTCT
nationd guiddines were only present in the PMTCT Coordinator’s office. Guideinesfor ARVswere
aso present. Infection Control Committees are on the maternity wards to address nationd guiddines.
Guidelines regarding Universa Precautions were not seen at the nurse' s station, in labor and delivery,
in the ddivery room or in the PMTCT Coordinator’s office. No patient education materids were
seen. The forms utilized for mothers enrolled in the PMTCT program did not indicate family

planning counsdling and referra as activities to be completed. The duration of the activities being
monitored ended at Sx week post ddlivery for the mothers. The form used for the infants continued
monitoring activities until 12 months of age®”’

Commentslissuesraised by Staff members

Concernsraised by the PMTCT coordinator included the possibilities of anincreasein
malnutrition in the infants born to the HIV positive mothers after they are told to cease breastfeeding
after 4 to 6 months of age. Dueto lack of food, inability to afford formula as an dternative to breast
milk, and the unavailability of formula, she had observed mothers preparing millet mea and water to
provide to their babies rather than breast milk. The coordinator was very concerned that manutrition
would ensue due to the lack of nutritiona content of the millet preparation in comparison to breast
milk..

Other challenges noted include @) the need to increase community mobilization to reduce
denid, sigma, and discrimination; b) the need to implement redlistic feeding modifications and make
provision for replacement feeding when acceptable and safe; ¢) the need for increased socia support
with training programs involving more community based hedth care workers and volunteers; d) the
need to make provison for anutrition program to be an integral part of the whole package, i.e. making
food available to those on ARVswho are unable to adequately feed themselves.

Staff members stated that they felt that the PMTCT plus program would serve as an impetus
to get men to have HIV testing; and thet the HAART program was needed. Additiona work in the
community to reduce sigmawas reiterated by staff members.

Volunteer support for home based care is needed to assg patients in maintaining their
medication regimen. Thereis currently no hospice program in place. Theissues of pain relief and
Spiritudity aso need to be addressed. Ora morphine needs to be made available for those who are
dying from HIV/AIDS a home. Hospice care, nutrition, and water programs need to aso be included
when addressing the treatment, care and support of HIV/AIDS patients. Uniting with the European
Union may assst in addressing these needs.

& CHS:PMTCT Follow -up Protocol — Baby.

" CHS: PMTCT Protocol — Mother.



I mpression/Assessment # 1. Compliance with HIV counsdling and testing
During the last ten months, &t. Mary’ s Hospitd had a 100% adherence to HIV counsdling and testing
for pregnant women.

Recommendation:
1. Have St. Mary’s share with other programs the methodol ogy they used to get 100% compliance
with HIV tegting.

I mpression/Assessment # 2: Need for re-evaluation of home visitation program and needed
staffing

Thereis ahome vigtation program that provides weekly home visitsto dl the HIV+ women and their
infants for the first Sx weeks following birth. The home births provide close monitoring of the infant
for presence of thrush, coughing, diarrhea, fever, and feeding.

Recommendation:

1. AstheHIV postive casdoad grows, there may be the need to re-evauate the feasbility of
conducting weekly home vidts for the six week postpartum period. Should the decision be made to
continue the home vigtation program, additional workers will be needed.

I mpression/Assessment # 3. Visible service delivery guiddinesfor labor and délivery

S. Mary’sHospital has service ddlivery guiddines for service providers to decrease mother to child
transmission of HIV during labor and deliver. These guidelines are posted on a bulletin board that is
accessible and visble to dl service ddivery personnd.

I mpression/Assessment # 4. Lack of follow-up for motherswho are HIV negative

There does not appear to be any repeat HIV testing of those women who were found to be HIV
negdtive on theinitid tet. Inthat the HIV prevaence rate is between 10% and 43%, there can be an
increased incidence of postive HIV test resultsif the HIV test is repeated in 3 and 6 months.

Recommendation:
1. For women whoseinitid test results are HIV negative, recommend counsdling for f/u HIV tegting
a three to sx months after the initid HIV test due to the high prevaence of HIV in Rehoboth.

2. Suggest an additiona checklist to provide medicd survelllance for opportunigtic infections at the
SXx week postpartum vidt to ensure that there are no symptoms of HIV that may have developed since
the last testing was compl eted.

3. Recommend that enrollment inthe PMTCT program be expanded to include dl women who
consent to be tested for HIV/AIDS. Rationde isthat further monitoring will continue to be needed
for HIV negative mothers due to the high prevaence of HIV in Rehoboth. While the mother may not
be HIV positive, there continues to be the need for monitoring the HIV statusin another 3 monthsto
assure negetive results during pregnancy. Therefore all women who choose to be tested should be
enrolled inthe PMTCT program until follow-up testing at 3-6 month after the initia test has been
completed and negative HIV test results are confirmed.



Impression/Assessment #5: Appearance of lack of infection control program and guiddines
While there were sarvice ddivery guiddinesfor usein labor and ddlivery, there were no infection
control guiddines that would utilize universal precautions for personnd to reduce the risk of infection
tranamisson (HIV/AIDS, Hepatitis, and other infectious diseases) to the workforce.

Recommendation:

1. Contact HPIEGO or EngenderHedth for their information re; infection control for low resource
settings. Both organizations have curricula and ingtructional materia for establishing infection control
practices in the workplace.

I mpression/Assessment # 6: Need for modification to current counseling re: breastfeeding for
HIV positive mothers

The current protocol for breastfeeding practices is based on the WHO Breastfeeding and
Replacement Feeding Practices in the Context of Mother to Child Transmission of HIV. However,
there remains a concern for infant manutrition due to lack of appropriate replacement feeding options
being available. Asper the WHO notes that” breastfeeding should continue for 6 months and then
replaced with suitable breast subgtitutes, and complementary foods made from gppropriately prepared
and nutrient-enriched family foods, given threetimesaday. If suitable breast milk subgtitutes are not
available, appropriately prepared family foods should be further enriched and given five times a day” .2
The importance of available enriched family foods needs to be captured as assessment of infant
counsdling and feeding is done to ensure an optima nutritiona environment is available for the infant
after sx weeks of age.

Recommendation:

1. Written information on feeding options adong with information on incidence of HIV in infants
breastfed for 6 months and after should be provided to the mother and her family o that informed
choices can be made regarding infant feeding practices.

2. If the following source has not been available to saff, conduct additiond training onwith WHO's
publication “HIV and Infant Feeding Counsding: A Training Course’ which can be located at the
following webgte. Thiswebste incudes atraining and participant manud.
http://Awww.who.int/child-adolescent-health/publications/NUTRITION/HIVC.htm

I mpression/Assessment # 7: Lack of evidence of family planning servicesintegrated into
PMTCT program

While family planning services exiged & S. Mary' s Hospitd, there was no evidence that family
planning counsdling, referrd, and/or family planning service were integrated into the PMTCT

program.

8 http://www.who.int/reproductive-health/publications/RHR_01_12/RHR_01_12.en.abstract.html



Recommendations:
1. Family planning counsdling can be included in the group counsding sessonsthet occur in -+ the
antenatd dinic for dl women and thar families.

2. Family planning referral and/or service ddivery should be an integrd part of the PMTCT program

I mpression/Assessment #8: Lack of patient education materials; job aids
No patient education materids were seen for HIV, family planning, ARVs.

Recommendations:
1. Patient education materias (and job aids as needed) be devel oped for the fallowing:
a HIV high risk behaviors, HIV testing
b. Family planning methods
¢. Feeding methods and information on HIV transmission rates with breastfeeding
d. neviripine and ARVsfor treatment of HIV in pregnancy

St. Martin’s Hospital, Oshakuku, Nambia

I nfor mants:

Dr. S.O. Awe— Principal Medical Officer

G. Andowa—-PMTCT Coordinator

Sr. Raphaela Handel — Executive Director, Catholic Health Services

. Martin's Hospital, under the administration of Catholic Health Services, is one of the
digtrict hospitals for the Ondongwa region with a catchment population of 96,529 people. Besidesthe
hospital, there are 16 dlinics, two hedth centers and 22 outreach points served by mobile clinics.
Staffing at the hospita conssts of 6 physicians, most who have been trained in HIV management.
There are gpproximately 50 to 60 births per month with 2 to 3 births (4%-6%) being to HIV positive
mothers. Eighty percent (80%) of the TB patients are HIV positive.

ThePMTCT Program at St. Martin’s Hospital.

In August, 2002, the PMTCT program was initiated at St. Martin’s Hospital.

Group counsdling is done during the prenata period at which varied topics are discussed induding
HIV/AIDs and the PMTCT program. Upon completion of counsdling re: HIV/AIDS, women
interested in being tested for HIV/AIDS goto a separate waiting area for individudized counsdling
and testing with test results being provided at the next vigt.

Topics covered during group counsdling and pre-test counsdling include prevention of HIV;
prevention of MTCT; breastfeeding; the importance of HIV testing; negative living; pogtive living
avoidance of casud sex and dcohoal; family planning and avoidance of future pregnancies, shared
confidentidity; ARV prophylaxis.

Upon obtaining HIV/AIDS test results, post test counsdling is done and includes a review of
HIV, information on HIV prevention; HIV transmission; and other topics appropriate to the test result.
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Should awoman test HIV postive, a code is written on the patient’s card which will identify her as
being HIV pogitive.  Subsequently, at 34 weeks gestation, the woman receives two tablets of
nevirgoine and her card is reviewed againg the time of delivery by the midwife. If her code
determines that sheisHIV podtive, nevirgpineis given within 72 hours postpartum to the child. Due
to initiating prenata care late in pregnancy, some women who have been tested for HIV do not have
their final test results prior to ddivery; these women do not receive nevirgpinein labor.

Thereisaform for follow-up which is completed for those women who test positive for HIV.
There are no home vidits between hospitd discharge and the 6week postpartum vist. Women are
ingtructed to breestfeed their infants for 4 to 6 months after which time the infants are to be started on
regular food.

At six weeks postpartum, the mother and child return to the dinic for their physicd
evauations. Bactrim isgiven to the infants for prophylactic treetment and women desiring family
planning are initiated on afamily planning method. Most of the 25 postive HIV women who
delivered went for family planning follow-up.

Currently, thereis only symptomatic treatment for HIV/AIDS. In Oshakati, the ARV
program has just started. St Martin's hospital has been asked to sengtize the community about the
ARV program that has been initiated at Oshakati hospita. However, the supply of ARV prophylaxis
is problematic right now in Oshikati. It isthought that heving ARV medications would be a
moativating factor for womento get HIV counsdling and testing and it would make a difference with
the issue of gigma

Outcomes of the PMTCT Program

Between August, 2002 through August, 2003, 647 women presented for their first ANC vigt.
Sixty nine women (11%) received pre-test counsding and testing for HIV/AIDS. Twenty-three
(33%) were found to be HIV positive; 27 (39%) were HIV negative; three (4%) test results remain
pending; and there is no information for 16 testy(23%) that were conducted. Only 18 (26%) of the 69
women who had HIV testing returned for test results and post-test counseling. Since August, 2002, 32
women have been registered in the PMTCT program. A tota of 26 women received Nevirgpinein the
delivery room; none received nevirgpine prior to ddivery. St Martin's Hospital has adomiciliary
where women can come to stay from 34 weeks until ddivery. Of the 26 women who received
nevirgpine in the ddivery room, 25 women were enrolled in the antenatal PMTCT program and 1
woman who had not enrolled in the program prior to ddivery.

Twenty three infants (88.5%) recelved nevirgpine syrup after ddivery; three infants (11.5%)
died; four infants (17%) continued in follow-up and received co-trimoxazole prophylactic thergpy at
9x weeks post ddivery. Only two of the four infants (50%) who continued in follow-up were tested
at 12 months after birth. One infant was found to be HIV pogtive; the other infant was HIV negative.
Thereis no recording of infants being tested & 9 months of age.  These findings indicate that only 4
infants (17%) whose mothers tested HIV postive during pregnancy continued to be monitored after
delivery and, only two (8%) of these infants were tested a 12 months following birth. °

The rationde given for women who did not choose to be tested for HIVV/AIDs and for women
who did not return for their test results included:

® CHS PMTCT Monthly Report — Oshikuku Hospital August 2003.
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a. Women are questioning why drugs are being provided for the child but not for the mother.
They fet that if the mother died, there would be no one who would take care of the child
whereas if the mother remains dive, she can try to make sure that the baby has what it
needs.

b. It wasaso questioned whether there has been abreech of confidentidity by hospita staff
creating alack of trust in the community. It is sad that people in the community wonder
how it is known that individuas in the community have HIV. Therefore the cause of low
numbers may be related to the women’ slack of trust of the hospitd Steff.

c. Itwasfdt that attitudes of the hospitd staff towards HIV needed to be changed. Thereis
the need to sengtize hospita staff about igmatizing language; thet it is not asin to have
HIV.

Staffing

Staffing for the PMTCT program includes the PMTCT Program Coordinator, ten Catholic
AIDS Action volunteers, and one physician who has completed training in HIV managemen.
Currently group and individual counsdling is conducted by lay counsdors. Patient caseloads
(inpatients and outpatients) for the counsaors range from 75 to 200 patients per month.

Initidly, after completing a3 day training workshop, the nurang staff provided the HIV/AIDS
pre and post-test counseling. This practice ended due to lack of interest by the nursing staff for
continuing thiswork. Catholic AIDS Action was then approached to provide counselors.

The first sat of volunteers provided by Catholic AIDS Action provided HIV counsding for
some months and did great work but they left due to monetary issues. Their initid sdlary wasUS
$26/week (US $102/month) but it was fdt that this sdlary wastoo high. After the counsglors left the
numbers for HIV counsdling and testing decreased. There was the request for more counsdors to be
trained. Another set of counselors was obtained through Catholic AIDS Action and they were paid
US $14/month, 14% of the sdary received by the first set of counsdlors.

The person serving as the PMTCT Coordinator is anurse who is aso assigned to the
maternity ward. However due to saffing shortages, she does not have the time to go to the outreach
points.

There has been difficulty in getting pogtionsfor the Digtrict PMTCT Coordinator and two
nursing positions filled for the HIV program. Advertisement was made for the Digtrict PMTCT
Coordinator. To date no responses have been received. While this position requires additiona hours
and respongbility, monetary and job security issues do not make the position attractive to nurses
currently working in the ward. They indude: @) the position does not provide any additiona monetary
alowance asis offered for nurses working on holidays or Sundays, b) thereisasdary increasein the
pipeine for dl nurang g&ff, there is no guarantee that the increase will gpply to the Digtrict PMTCT
Coordinator position; ¢) thereis no job security once the funding for this position has ended; one
cannot be guaranteed that they can return to the government or Catholic Hedlth Services personnd
system and/or maintain their tenure for retirement once the grant funded position has ended; d) thisis
akey position that needs more job autonomy so that necessary community work could be done to
dispd myths regarding HIV/AIDS; €.) the position is seen as one with additiona responghbilities and
hours, but without additiona pay over what a nurse currently is receiving working on the wards, and
without the ability to earn overtime pay. Therefore there is no incentive to take the pogtion. It was
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fdt that if the advertisement included an additiona alowance, then there would have been responses
to the advertisement.

Monetary issues that effect the ability to hire for the two HIV postionsincludea) a
differentid of three times the base pay for nurses who work the wards on Sundays; b.) differentid of
double the base pay for nurses who work the wards on holidays. These differentials occur even when
these hoursfal within the usua 40 hour work week; c.) no overtime pay or differentia pay for nurses
who work additiona hours during the week; d.)a mixture of employers (government and Catholic
Hedth Services) which affects the ability to detail Saff to other assgnments and determine the ability
for anurseto recaive differentia pay.

Training

Whilethe HIV/AIDS counselors are being trained by Lifding/Childline it was felt thet it
would be very crucid thet the physcian and nurang staff working in the ANC, maternity, and family
planning areas have generd training in HIV counsding. More specific training is needed for HIV
management and ARVs. To date only one nurse has completed thistraining. Thereis uncertainty if
additiond training workshops will occur.

No counsding isavailable for patients presenting for evauation of sexualy tranamitted

infections in the medicd dinic dueto the lack of qudified counsding personnel. HIV/AIDS testing
cannot be done in this area dueto this.

Infection Control

Thereisan Infection Control Committee but it has not functioned for some time. At present
there are no infection control protocolsin place. Thereisanew incinerator for digposa. Also thereis
ARV prophylaxis avaldble for the saff.

Communications

HIV isconsdered the disease of “snners’. Many people are afraid. Husbands fed that there
is no one that they can tell. Men may have seen agirlfriend or one of his children outsde of the
marriage die, S0 heis afraid that he may be pogtive. One counsdor felt that people desiring to have
children should have HIV testing before pregnancy.

One can reach the community if HIV related topics are broadcast over the radio. Onthelocd
radio, there is a program where people are invited to talk, but it isnot acal-in program. It would be
more effective if it could be acal-in show where one could have their questions answered during the
show. However, it was dso felt that phone-in programs will only work for those who have a phone.

Another way to reach people is through village hedth committees. In each areathat hasa
dinic and avillage hedlth committee. Some committees aso have women representatives. It would
be important to have meetings with each village hedth committee. They are very inquistive; one can
get through to them eedlly.

Women’s Responses

An interview was held with the women who were receiving group counsding in the ANC
dinic. Questionsregarding VCT, nevirgpine, and how to get men tested were asked. Their responses
were asfollows.
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When asked why they would choose not to get HIV testing, responses wer e:
Fear of hushand — husband would say that they gave them the disease
- Afrad of the results
- Tegting with hushand (having the husband be tested dong with the wife) does not
solve the problems within the family
- Men need to be tested. It would be best for the men to come to be tested

When asked about what could be done to get the men tested r esponses wer e:
- Conduct mestings through the villages
- Launch acampaign to tell the men that the men are needed to go for the test
- Have medtings in the communities
- ARV prophylaxis needs to be available

When asked about their thoughts about Nevirapine, responses wer e:

- Heard about it

- Think it would help

- For one woman — she wants to get the test done but is afraid, however decided it is
better to go for the test.

- One woman stated that she would commit suicide if her test result was pogtive

- Concerned that HIV gave her high blood pressure

- See a pogtive result as the end of her life

- See that sheisno longer useful in the society. Not getting up from the bed because
you are useless

When asked what they would want meto convey if | could betheir voice in Washington, the
r esponse was.
- Send the ARV's to help them. It would be good. They would not mind that.

In that women were generaly positive about taking nevirapine, they were asked why they
chose not to go for HIV counsdling and testing. The women stated that they did not want to go
from group counsding to a separ ate waiting room to get individualized counseling and testing;
moving to a separ ate waiting room and sitting there marked them out as possibly being HIV
positive.

Observations

A tour of the hospitd facilities was done and included the antenatal area, labor and delivery,
postpartum ward, TB wards, the casuaty ward (emergency room), the VCT counsding office, and the
laundry department. The fallowing was noted. Group counsdling in the antenatd dlinic was donein a
large open room wherein vital Sgns, weights and venipunctures for lab tests are being done
concurrently. WWomen who arrived during the group counseling had their weights and blood pressures
taken in the same room. While there is another room connected to this room, it was not utilized for
seeing patients. The manner in which the rooms were utilized made it impossible to have confidentid
interactions between theindividud petient and the nursing aff.

14



Nurses wore gloves during venipuncture procedures. There was proper disposa of needles
and syringesin hard plagtic containers. Digposd of gloves used for venipuncture was in regular trash
bags rather than bags that were identified for biohazard disposal. This made it impossible to identify
contaminated trash from regular trash.

The antenatd clinic, labor and ddivery and postpartum area was found to be clean.
Guiddines regarding care in labor and delivery to prevent HIV transmission were posted on a bulletin
board dlowing access by dl saff members. Trash cans used for disposal of trash in these areas dso
did not have separate trash bags that would identify biohazardous materias for disposa.

The VCT counsdling areawas a separate office that alowed confidentidity for the patient
undergoing pre and post-test counseling and HIV testing. Each counselor maintained a separate log
book that contained information on the patients they had counseed without divulging the patients
names.

The TB ward was severely overcrowded. Wards meant to have six individuas had 10 to 11
patients consstently throughout each ward. No isolation procedures appeared to be in place. Neither
the saff or patients wore protective masks. Patients were on mattresses on the floor with bedpans
gtting on the floor next to their mattresses. Due to the overcrowded conditions, there was limited
space between mattresses. There were not enough curtains to pull around al patients, especidly those
whose mattresses were Stuated in the middle of the room due to lack of space. This greatly
compromised any patient privacy, confidentiaity, and basic human dignity. Family members who
were present to provide support were cramped into the space between mattresses.

The casudty areawas aso very crowded. However, rather than patients being on the floor,
their mattresses were on bed frames. It was stated that many patients presenting in the casudty area
were HIV positive. A nurseworking in the casuaty areafailed to wear gloves when garting an
intravenous line risking exposure to a possibly contaminated needle. While plastic containers were
present for sharps disposd, the trash can liners did not have specid liners that identified the trash as
being biohazardous materia that would need to be disposed of in a specia manner.

There was adequate supply of sterile needles, Serile syringes, and gloves for gaff use. No
patient education materias were seen on any of the wards.

In the laundry department the saff stated that they separated dirty laundry from clean laundry.
Rather than separating laundry that came from the TB unit or labor and delivery, “dirty” linen was
separated by sight. Laundry from these areasis prone to have an increased possibility of
contamination due to blood, amnictic fluid, and other body fluids. Sticks are used to wash laundry
that had visble blood. The staff adso wears gloves, rubber gprons and boots when washing blood
gtained laundry. However thereis no specid solution used for decontaminating or washing blood
daned linen. There were two washing machines present in the laundry area. Laundry from surgery is
separated and washed in a different washing machine.  Blood stained laundry from other wardsis
washed with other laundry in another washing machine after having been washed in a separate tub
using dicks.

Other Concerns/l ssues:

Other issues and concerns voiced by the taff included the following:

a. The gtaff islooking forward to the PMTCT Plus program. They fed that it is needed to lift up the
morae of the patients. b) A mobile unit (4x4 with double cabin) is needed for community
mohbilization, tracing clients, and for the PMTCT Coordinator to do home visits and ongoing
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community mobilization. ¢) There was aso concern regarding how to integrate PMTCT with the
VCT centers. d) It isfet that more washing machines and staff are needed for washing hospital
laundry.

I mpressions/Assessments #1. Staff commitment in light of staffing shortages and pay
difficulties

. Martin’s Hospital aff isto be commended for their commitment to the communities that they
sarve in spite of gaffing shortages and payment difficulties.

I mpression/Assessment # 2. Different employer sinequitiesin differential pay for nursing staff
1. There are different employers for the saff at . Martin’'s Hospitd. This impacts the ability for staff
to earn differentid pay and the ability to detail Saff to where they are needed.

2. Sdaiesareimpacting on the ability to hire nurses and counsglors.

3. Inequitiesin pay for working overtime during the week vs. on Sunday makesiit difficult to have
staffing when needed during the busier times during the week. It dso impacts on the hiring of
competent staff for HIV/AIDS program and the PMTCT program.

Recommendations

1. Evduate the pay schedule and make it equitable for dl aff in each cadre regardless of the
employer. Different pay schedules, and the ahility to earn overtime or differentid pay aswell as
inability to be detailed based upon employer reduces staff morae; lack of supervisory control, and
gaffing shortages in different locations in the hospital.

2. Utilize creative scheduling patterns within utilizing working 4,8, and 12 hour work shifts. While
there may not be an increase in pay, credtive scheduling may asss in obtaining staff satisfaction and
coverage in areas where there may be more acute staff shortages.

3. Have dl nurses do rotating shifts and cover holidays and weekends making it mandatory to work a
certain number of holidays and weekends. Thiswill dlow dl nursesto have the opportunity to earn
additiona pay when working on their scheduled holiday or weekend.

4. Create a career ladder within the current pay schedule. This would award nurses with seniority and
additiond speciaties and certifications.

Impression/Assessment # 3. Lack of confidentiality in the antenatal clinic
Impression/Assessment # 4: Lossof confidentiality and patient dignity in TB wards, casualty
areas

The following findings and recommendations address both Impressi on/A ssessment # 3 and
#4. Having group counsdling in the same room that vita Sgns and weights are done in the antenatal
clinic grestly jeopardized confidentidity. While confidentidity is stressed by USAID, WHO and
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others for HIV/AIDS counsding and testing, thisis not carried through to patient care aress.
Currently the inpatient areas greetly compromise patient confidentiaity and persond dignity

Recommendation:

1. Utilization of the soace to maintain confidentidity could be done by a) using the second room for
individua counsdling and completion of vitd sgns and weights; or b) congtruction be done to divide

the large room into awaiting area that can be used for group counsding and a nurse’ s office wherein
vitd sgns, lab work, and counsding can be done with each individud thus alowing confidentidity.

2. Congruction of additiona patient care areas that would alow for adequate space for patients and
family members wherein confidentidity and persond dignity is not sacrificed and compromised.

Impression/Assessment #5: Lack of adequate infection control practices

Hospitd wide there was lack of infection control practices being used. While thereis an infection
control committeg, it is currently not functioning. While ARVs are available for the gaff, universa
precaution policies which should be the firgt line of defensein protecting staff against HIV do not

exist. There appears to be adequate supplies, however there appears to be alack of understanding by
deff re hospital wide precautions that need to be taken. Thiswas evidenced by the following: there
were no specia trash bags that identified biohazardous trash used in any of the patient areas (TB ward,
maternity ward; casudty area); anurse placing a bloody angiocath from adiscontinued IV into a
plastic container without wearing gloves; only separating laundry from the theater, but not laundry

from other areas where HIV/AIDS patients are cared for.

Recommendations:
1. A vigorousinfection control program for the entire hospita would aso be helpful inproviding
protection of the workforce from HIV/AIDS. Having ARVsfor the Saff is not enough.

I mpression/Assessment # 6. Stigma poses a major barrier to an effective PMTCT program
Women in the antenatd dinic very dearly stated that they refused individuaized counseling because
they would have to separate themselves from the group to obtain individuaized counsding. Sitting in
a separate waiting room marked them as being perceived as possibly having HIV/AIDS. Only 69
(11%) of 647 women who presented for prenatal care recelved pre-test counsdling and testing for
HIV. Only 18 (26%) of the 69 women who had HIV/AIDS testing returned for test results and post-
test counsding.

Recommendation:

1. While an opt-out policy for HIV testing will be used in Namibia, there still needs to be a changein
patient flow to dlow for anonymity and confidentidity for HIV counsding and testing and the
opportunity to opt-out of HIV testing. Perhaps dl the information provided in individudized
counsdling can beincluded in group information. A separate room is needed that thet will dlow
confidentia conversation between the patient and provider for more in-depth counsding and decision
meaking regarding HIV testing.
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2. A vigorous community based education program isneeded. As per statements offered by the
women interviewed, sage community meetings throughout the villages, with particular emphasson
programming to get men tested

3. Hospitd wide education on HIV is needed for dl gaff to improve staff attitudes and perceptions of
people with HIV/AIDS. Review of Namibia's confidentidity policy should be a part of the training.

4. Provide mobile unit(s) as requested for increased access to the communities. Thiswill dlow for
follow-up by the PMTCT Coordinator and community education

I mpression/Assessment #7: Lack of adequate staffingto provide necessary patient follow-up in
the PMTCT program

The PMTCT Coordinator is currently assgned to the maternity ward as well as serving asthe
program coordinator. Staffing shortages reduces her ability to go to outreach points. Dueto lack of
quaified counsdling staff in the medicd dinic, HIV counsdling does not occur. Twenty three infants
received nevirgpine syrup after ddivery, with only four infants (17%) continuing in follow-up. Only
two of theseinfants had HIV testing at 12 months of age.

Recommendations:
1. The PMTCT Coordinator needs to be released from duties on the maternity ward so that she can
provide necessary saffing and oversight to the PMTCT program.

2. Additiond gtaff needs to be hired for home follow-up of mothers and infants after delivery so that
mogt enrolled in the PMTCT program will continue for 18 months.

3. A twinning relaionship with aUS University that has socid services, nuraing, and medical
departments would be hdpful in providing staffing and educationd resourcesto the PMTCT program.

4. Dueto theincidence of HIV among TB patients, and the questionable supply of ARVsavailablein
Oshakati, would recommend initiating aHAART program a S. Martins Hospitd.

Onandjokwe L utheran Hospital — Ondangwa, Namibia

I nformants.

Mr. John Lumbu — HIV/AIDS and STD Coordinator

Dr. Jeroen van Dillen — Medical Director, Obstetrics and Gynecology
Ms. Rauna Himbode— Home Care/ STD Counselor

Mr. William Akwaake— TB Coordinator

Dr. Aammambo — Chief M edical Officer

In response to the increasing HIV epidemic in Namibia, in 1999 the Evangdicd Lutheran
Church in the Republic of Namibia (ELCRN) Synod established the Evangelica Lutheran Churchin
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the Republic of Namibia AIDS Programme (ELCAP). ELCRN determined that a comprehensive
gpproach to HIV/AIDS should be taken with a focus on caring and counsdling for persons infected
with HIV/AIDS; specia care and support of orphans and families affected by HIV/AIDS, prevention
of HIV/AIDS through awareness raisng and education; outreach to al congregations, ingitutions,
farms, communa and mining areas where ELCRN exists and beyond; and networking with existing
organizations to accomplish these goals™°
Onandjokwe L utheran Hospital which is under the adminigration of the Evangelicd

Lutheran Church in the Republic of Namibia (ELCRN) is a450 bed sami-rurd, semi-private misson
Hospita in Northern Namibia with a catchment area of gpproximately 170,000 people. It servesas
the digtrict Hospitd and the referrd Hospita for two smaller hospitas. 1t also houses the headquarters
for dl didrict hedth activities including the offices of the digtrict PHC team. Onandjokwe Hospital
has 12 clinicsin a60 to 120 km radius and 40 to 50 outreach points. Servicesinclude primary care
including prevention and hedlth promotion; OB/GY N sarvices, pediatrics, interna medicine, and
surgery. Emergency intensive careis provided when needed. Outpatient services include primary
care, antenatal care, HIV/AIDS and STD services and immunizations. Onandjokwe hospital has 250
to 300 births per month; 3500 births per year, making it one of the busiest obstetrical servicesin
Namibia. In 2001, Onandjokwe found that its maternal mortality rate was 270/100,000. Of the 21
maternal deaths during 2001, 76% were possibly HIV related and 57% were proven HIV positive.
Most of the deaths occurred in the 26-35 year age group (66%), para 1 to 4 (50%) with 61% of the
deaths occurring during the puerperium (6 weeks following delivery), mostly following chronic
illness

In response to this data, during 2002 asmdl pilot study addressing patient acceptance of HIV
testing was conducted. 1n the ANC department, 168 patients were asked how they would respond if
HIV testing would be made available as aroutine test during antenata vists. Ninety eight percent
(98%) of the ANC attendees stated that they would do the test with 83% desiring to know the results
of thetest. During May 2002, afew events highlighted the possibility of using Nevirgpine for the
prevention of mother to child transmission of HIV a Onandjokwe Hospitd. Private patients who
were referred to the hospitd for delivery had received nevirgpine for use during labor. Also, the cost
of neviripine was found to be highly affordable at US $0.86 (ND 6) per 200 mg tablet excluding VAT.
In June, 2002, the Regiona Medica Director agreed to alow patients to buy nevirapine a a private
pharmacy. Emphasis on voluntary counsdling and testing would have to occur but mass treatment
would not be alowed in Namibia nor would the hospital be allowed to purchase Nevirapine.  Women
could aso be sent to Oshakati Hospital for induson inthe PMTCT study. Participation in the study
would provide free nevirapine to patients if they and their husbands presented for voluntary
counseling and testing™! Announcement of this study at Oshakati hospitdl in the national news
prompted increased awareness among the women coming for prenatal care. They were asking many
of the staff about the issues of HIV in pregnancy. Asaresult of these events, in 2002 the Department
of Obstetrics and Gynecology wrote Guiddines for Pregnancy and HIV dong with patient education

10 Evangelical Lutheran Church in the Republic of Namibia AIDS Programme (ELCAP) Current and Proposed Pr ogrammes
August 2003.

> Onandjokwe Lutheran Hospital Department of Obstetrics and Gynecology Guidelines Pregnancy and HIV.
% Onandjokwe Lutheran Hospital Department of Obstetrics and Gynecology Guidelines Pregnancy and HIV.
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materids in varied languages to educate patients about the prevention of mother to child transmisson
and the option of nevirapine use.*?

Findings of the 2002 Annual Report of the Department of Obstetrics and Gynecology at
Onandjokwe Hospital

The 2002 annual report of the Obstetrics and Gynecology department provides interesting data
regarding the status of womer' s hedlth in the community served by Onandjokwe L utheran hospitd as
well as gaffing levels a the hospitd.

Status of Women’s Health

During 2002, 1070 women presented for their first prenata visit, with 684 (65%) initiating
care between 16 and 28 weeks gestation. Hemoglobin levels were > 10 gm/dl for 93% (997) of the
women; 98% tested negative for syphilis. There were 1040 postnatd visits representing the possibility
that 97% of the women returned for postnatal care.

Gynecologicd disorders that gave rise to hospital admisson included sepsis as the fifth most
common cause for hospital admisson. Investigation was the most common cause for gyn admission.
The presence of foreign body was stated for three admissions. Respiratory tract infections (which
included pharyngitis, pneumonia, and tuberculoss) and incompl ete abortion were the two most
common obstetrical diagnoses that required hospita admisson. Threatened abortion in the first
trimester; incomplete abortion, missed abortion, and threatened abortion in the second trimester
accounted for 425 admissions. Of the 1063 surgeries that occurred, the most common reasons
included cesarean section (25%); D& C (25%) and laparoscopic bilatera tubd ligation (13.5%).

Of the 434 admissors to the antenatal care unit, 10% (45) was due to maaria; 5% (25) was
due to pneumonialtuberculoss, and 1% (3) was due to an immune compromised state.

Mogt driking is the data regarding materna mortdity. During 2002, there were 3555
deliveries and 22 known materna desths that occurred during 40 days postpartum. Five degths (23%)
were due to AIDS; four (18%) were due to atypica pneumonia; three (14%) due to hepatitis; two
(9%) dueto malaria; two (9%) due to abortion; 2 (9%) due to eclampsia; and one (4.5%) due to
abruption placenta. All indl, AIDS and atypica pneumonia, which may be an opportunistic infection
secondary to HIV positive status, accounted for (41%) of al materna desthsin 2002.1

ThePMTCT Program at Onandjokwe Hospital

It isimportant to note that the PMTCT program thet is currently in place isin response to
careful monitoring of maternal mortality data and response to patient demand for nevirapine to
prevent mother to child transmission of HIV. There was no funding for the initiation of this program.
USAID funding for the PMTCT program will begin September, 2003.

12 Guidelines Pregnancy and HIV Onandjokwe 2002 Prevention Mother to Child Transmission Patient Information Leaflet
(English).

24 Guidelines Pregnancy and HIV Onandjokwe 2002. Prevention Mother to Child Transmission Patient Information Leaflet
(English).

% Onandjokwe Lutheran Hospital Department of Obstetrics and Gynecology Annual Report 2002.
13 Onandjokwe Lutheran Hospital Department of Obstetrics and Gynecology Annual Report 2002.
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Group informetion re: availability of HIV voluntary counsding and testing and preventing
mother to child transmisson is given to women presenting for prenatd care in the antenatd clinic.
The counsdling department provides al counsding at the hospita for HIV/AIDS through the
HIV/AID — STD department. OB patients desiring individudized counsding and HIV testing go to
the counseling department for these services. Blood work is obtained for HIV tests, with post test
counseling occurring a the HIV/AIDS — STD counsdling department. If thetest isHIV postive, the
patient is referred to the gyn physician for nevirapine prescription which she hasfilled a a private
pharmacy. Once funding is received to support the PMTCT program, nevirgpine will be avalable
freeto HIV positive women. Pregnant women who are HIV positive are enrolled in the home based
care program that is administered by the HIV/AIDS - STD Department. Home based care included
pre and post test counseling, follow-up for HIV + clients; and support groups. At the six week
postnatd vist, women are placed on afamily planning method with alarge number of women
choodng bilaterd tubd ligation as their method of choice.

Outcomes of the PMTCT Program at Onandjokwe Hospital

Between August 2002 through December 2002, 444 women presented for prenatal care.
Forty (10%) of these women presented themsdlves for VCT counsding and testing. Twenty (50%) of
the women tested postive for HIV/AIDS. Twenty women were referred to the gynecol ogy
department for nevirapine prescriptions; with 20 prescriptions being written. Nine women recelved
nevirgpine a the time of delivery.

From August 2002 though June 2003, there have been 35 prescriptions written for nevirgpine
with 25 women recelving nevirgpine a the time of ddivery.

Family Planning

Family planning isinitiated at the Sx weeks posipartum vidts. 1n 2002 there were 801
women who camefor an initia family planning visit. On theinitia vigt 178 women (22%) choseord
contraceptives,; 382 (47.7%) chose injectable contraceptives; 41 (5%) chose IUDs; and 200 (25%)
sought advice only. 3460 mde condoms were didtributed in the Family planning clinic done. The
fema e condom was introduced in November of 2002, with 25 condoms being distributed. As per the
nursing saff in the family planning dlinic, there was great interest in the femae condom, but they ran
out of supplies. Many women chose to have tubd ligation as a means of ending the spread of
HIV/AIDS. Thiswas evidenced in the Satigtics for the theatre wherein 137 |aparoscopic bilaterd
tubd ligations were performed in 2002 representing 13.5% of al surgeries done in 2002.

Staffing

Additiond gaffing isneeded dl around. When the PMTCT program starts, more counsglors
will be needed. Staffing levels noted in the 2002 Annua Report of the Department of Obstetrics and
Gynecology isnoted below. This staffing may represent those saff that are on the books but not
necessarily available for work due to illness, resssgnment; training, etc. Note that the saffing is for
24 hours a day, seven days a week.

Ward Type of Staff # of geff average # of ptyday
ANC & FP Senior Registered Nurses 2 46
Regisered Midwifes 1
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Total for ANC/FP clinics 3

Gynecology Registered Nurses 3
Regigered Midwife 4
Enrolled Midwives 2
Enrolled Nurses 0
Nurse Assgtant 1
Cleanergkitchen/childcare 8

Totd nurang gaff — 10; cleanergkitchen/childcare— 8

Obstetrics Registered Nurses 15/16
Regigtered Midwives 6
Enrolled Midwives 1
Enrolled Nurses 1
Nurse Assigtant 0

Cleanergkitchen/childcare 11
Totd nurdng gaff — 24; cleanergkitchen/childcare— 11

Gynecology
Outpatient Dept Nursng Assgtant 2 (sometimes # ptdday
only 1 on duty) 43
Totd nurang gaff —1to 2
OB/GY N Physicians 3 full time; four on cdl

HIV/AIDS —STD counselors 4 (do outpatient, inpatient, and home
based care counsdling)*

Women’s Responses

Interviews were held in a group setting for women who were present for prenatal care. There

were greater than 55 women present and atotal of five nurses, midwives and student nurses.
Questions asked of the women related to VCT; what to do to get men tested, and how to get the
message of HIV/AIDS out to the community. The responses are asfollows:

The question regar ding counseling and testing gar nered the following responses:
- All women should be tested;
- Only givethe nevirapine if the woman is positive; don't tdll her the test results
- Concerned about illness caused by HIV

There would be shock in finding out that you are HIV +

14 Onandjokwe Lutheran Hospital Department of Obstetrics and Gynecology Annual Report 2002.
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- When having asmple headache would be concerned that it might be caused by HIV

- Would accept the diagnosis

- If youlove your baby, you will get the test

- One stated that she would tdl the people around her; protect hersalf and her partners,
and would seek medical attention

- Using condoms

- Stigmaisahigissue If you have HIV, people will call you names; when you are
walking in the street they shout at you saying you are HIV+ and people should
stay away from you.

- Onewoman stated that she would commit suicide

- Thereisfear that you will be the laughing stock

- The hushand blames the wife for getting HIV; she has infected the husband; violence
then occurs; there are other wives

- Will the men get tested?

- Men should go to the counsdling office dso

- When asked if husbands should come with their wives to get tested for HIV, the
response was that “you will get bitten” (if you ask the husband to come with the wife)

When asked what could be done to get the man tested r esponses wer e as follows:
- There should be a palicy that every women and the father of the child be tested

- It makes a big difference for those who live with the father.

- Need someone educated to come and talk to the fathers

- Husband should come with the wife to the ANC to get information

When asked what was the best way to get the message out in the community,
I esponses wer e

- Meting in the community; some cannot afford radios

- Radioisgood, onesthat have it can give information to the others

When asked what special message they wanted meto take back, the response was:
- Givethem help to overcome thisHIV/AIDS issue

Observations

During the field vist to Onandjokwe hospital, observations were made of aweekly meeting of
the medica, midwifery, and nurang saff chaired by Dr. Amaambo; the HIV/AIDS -STD counsding
setting; the maternity unit which included |abor and delivery, antenata high risk, delivery, postpartum
and nursery.

At the medicd daff meeting held by Dr. Amaambo the main issue a hand was the discusson
of screening patients who were to be referred to Oshakati Hospital for ARV therapy. ARV guiddines
for patient screening which had been compiled by the ARV Committee were presented. The
guiddinesinduded information regarding the forms to be used for staging patients based on
symptomatol ogy in accordance with WHO standards and patients with CD4 counts < 200/ml. Copies
of these forms would need to be made for storage at Onandjokwe hospita; with the origind copy
being sent to Oshakati. The ARV team had reviewed the patient lising to ensure that patients listed
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were digible for ARVsa Oshakati hospitd. Currently Oshakati wasinitialy only accepting 6
patients from each referring hospitd.

Requirements for digibility for patient participation in the ARV program were discussed.

One requirement was thet patients would need to have a support personto be digible for consgderation
for ARV treatment. Many questions regarding the issues of digibility for participation in the ARV
program were brought forth and included: &) what were the consequences for patients who were
referred for trestment by Onandjokwe Hospital but refused by Oshakati Hospital?; b) what would be
the criteria for refusng a patient for treetment? Many in the meeting fdt that it would be

discriminatory to refuse a patient trestment because they did not have a support person. Also, dueto
the changing numbers of patients being accepted into the ARV program at Oshakati, it was suggested
that once the number of patients being accepted each week for treatment was determined then the
medicd gaff a Onandjokwe should determine which patients would be referred for trestment rather
than have Oshakati determine which patients would be accepted for trestment. This discussion raised
much concern on the part of the staff as there are hundreds of patientsin need of ARV therapy. It
was felt that more treatment centers were needed and that the counseling department would need to be
beefed up. Other comments were that family planning advice is needed to make ARV treatment more
effective. Food and transportation isimportant for those working as supporter of the patients; would
this be provided for the supporters? Other concernsraised at the meeting were the need to look at
scheduling for the physician saff as they woud be losing one physician.  Thiswould increase the
workload of al until areplacement could be made.

The vigt to the HIV/AIDS -STD Counsding Department showed a very large office. The
office conssted of one very large room which housed the desks for the STD counsdlor and the
Director of the HIV/AIDS- STD Counsdling Department aswell as kits for the home vistation
program. The staff was very concerned with maintaining patient confidentiaity. Due to the office
layout, it was necessary for ether the STD Counsdor or the HIV/AIDS STD Director to leavein
order to dlow patient counsdling in a confidential manner. Depending on the workflow, this could be
extremdy disruptive to one or the other persons, thus making their workday more inefficient. Patients
waiting to recaive counsding either for STD or HIV/AIDS sat outsde on chairs that had been
provided.

The antenatal ward that was meant for 6 patients had 11 patientsthere. Diagnoses include
preterm rupture of membranes; placenta previa, and HIV. Infection control guidelines were not up on
the board with other protocols/guiddines. Nurses stated that they wore goggles at deliveries and used
boots during ddivery for increased bleeding. They were aware that episiotomies should not be cut
unless needed. However, verba reporting from another midwife noted that gloves are not worn when
ddiveries are being conducted; forceps were not used doing suturing of epiSotomies; gloves were not
wornwhen starting IVs or drawing blood.

There was an appropriate disposal container for sharps. Red bags were present in the trash
cansin these areas. When asked about the red bags, the head nurse responded that it was to ensure
proper handing and discarding of the waste. An incinerator is used to burn the trash. There were two
beds in the hal way for women in early labor as there was not enough room for them in the ward.
Bathrooms and showers were in separate compartments dlowing privacy for theindividud. There
was asingle ddivery room available for private patients who wished to have their husbands with them
during labor and the birth of their babies. While the mattressesin the labor and ddivery areas were
covered with clean linen, it was noted that the mattresses had dried blood on the surfaces.
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In the vigt to the outpatient antenatd and family planning dinic there appeared to be only one
exam table for prenatal patients and family planning paients. It wasin the same room asthe nurse's
office with a screen to provide separation between the nurse’ s desk, patients thet were being
counseled, and the exam area. This arrangement greetly inhibits confidentidity for the patient.

Housng for the physician daff was on the grounds of the hospitd dlowing patients easy
access to the physician gaff. During the vigit to Onandjokwe Hospital, adequate space and the lack of
nursng and medicd gaffing was keenly felt and observed. Mesetings with Dr Amaambo and Dr.van
Tillen occurred over a lunch period. A meeting with the Director of the HIV/AIDS — STD
Counsding Department was arranged around patient gppointments as the Director had a patient
caseload due to decreased dtaffing levels.

Other comments/issues

It was felt that programming for the PMTCT program needs to encourage partnership and also
have flexibility so that the needs of the community can be met. Often donors are not willing to
support the building of infrastructure (i.e. Buildings), but seem to be more geared to human capacity
building. While this may be agood ides, it may not be the best use of monies. Training is expensve
and one cannot ensure that training will produce the outcomes that are needed. This may be dueto the
wrong persons being trained, people leaving after training has been completed. It isfdt that if money
is used to build facilities, then the ward/facility will be there much later and ill being used for the
intention for which it was built. Onandjokwe Hospita isin need of additiona space aswell as
additiond saff. Other centersfor VCT need to be identified in the catchment area. Thevison isthat
in the future, larger dinicsin the community can be visted by the MDs from Onandjokwe Hospital.
It is aso hoped that once PMTCT gets started that the program will branch out and be aclinic al its
own wherein they will be the “experts’ in PMTCT.

Impressions/Assessment #1: Use of statistical data in the OB/GY N department to provide
program planning.

Onandjokwe Hospitd isto be lauded in its monitoring and evaduation of its OB/GYN
program. This oversight brought about theinitiation of aPMTCT program without any funding asa
response to the increased incidence of HIV positive women in its casdoad. Also they listened to the
women they served by seeking out pharmacy services and the necessary authorization to initiate
voluntary counsdling and testing and the provision of prescriptions for nevirgpine to curb the
incidence of maternd to child transmissonof HIV.

I mpression/Assessment # 2. Need for Onandjokwe Hospital to havea HAART program and be
a center of excellencefor the PMTCT program in Namibia

Onandjokwe Hospital has the physician gaff with the knowledge base needed to provide and
oversee aHAART program. The current arrangement of having to decide which patients should be
referred for treatment at Oshakati places the saff in agreat ethica dilemma. Thelack of HAART
medications at Onandjokwe places the staff in the position of deciding who should or should not
receive HIV/AIDS trestment. The materna mortality rate related to HIV and HIV-related conditions
isvery griking (approximatey 41% of dl maternd degths).
Recommendation:

25



1. Onandjokwe Hospitd has one of the largest OB/GY N servicesin Namibia. They should be
developed as a core program for HAART and a center of excdlence for HAART programs for
women.

2. A HAART program for everyone should be initiated as soon as possible at Onandjokwe
Hospital.

3. Until the HAART program is available, nevirgpine needs to be purchased for the hospital for
useinthe PMTCT program

4. Counsdgors need to be placed as soon as possible in the following areas to assist in HIV/AIDS
counsdling and testing — family planning dinic, medicd dinic, STD dinic.

5. PMTCT programs should be expanded to include women seeking gyn care, STD care;
medica trestment.

I mpression/Assessment # 3

There are high rates of interventions that gppear to be related to unsafe abortion and/or
miscarriage. They include the following: 25% of al surgeries are D& C; sepsisis the fifth most
common cause for hospital admission; investigation was the most common cause of hospital
admission; threatened abortion in the second trimester; missed abortion; and incompl ete abortion
accounted for 425 hospital admissions; 10% of al admissonsto the antenatal care unit was dueto
madarig two (10%) of the maternal desths was due to abortion. All of these indices areindicative of a
high rate of miscarriage (spontaneous abortion) or unsafe abortion.

Recommendations:
1. Further surveillancelevauation of these indices in other hospitals to evauate incidence

2. Initiate a postabortion care program at Onandjokwe Hospital

I mpression/Assessment # 4

Guidelines regarding infection control were not posted for staff to see. Therewas
inconsistency in reporting regarding the use of universal precautions in the workplace. However,
there was evidence of knowledge of universal precautions via use of red trash bags to identify
biohazardous waste materia and citing the use of gprons, gloves, mask for ddivery.

Recommendations:
1. Assessment re: the presence of a hospitad wide infection control program is needed.

2. If thereisno hospitd wide infection control program in effect, recommend inditutiondizing a
hospitd wide infection control program with proper and adequate supervisory oversight.

I mpression/Assessment #5
Staffing and space are mgjor issues affecting the ability to provide care.
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Recommendations:
Staffing:
Please note remarks made under St. Martin's Hospital

Space:
1. Please note remarks made under St. Martin’'s Hospital re: need to have adequate space in patient

care areas to provide confidentidity and petient dignity.

2. Additiona physica space is needed for offices. One option isto renovate the HIV/AIDS & STD
Counsdling area to have individua offices and ingde waiting area for patients as well as sorage area
for supplies

I mpr ession/Assessment # 6

Bilaterd tubd ligation makes up 13.5 % of dl surgeries. Female condoms were introduced in
November 2002 with 25 condoms being distributed in a2 month period. Nursing staff Sated that
women desired the femae condoms, but the clinic ran out of femae condoms.

Recommendation:

1. Ensuretha informed consent is being utilized for women choosing bilaterd tubd ligation
2. Congder including femae condoms on the required list of supplies’medications to ensure
continuous availahility of femae condoms.

| nterviews
KataturaHospital - STD/HIV Clinic

I nformant:
Dr. Flavia Mugala—Medical Director —STD/HIV Clinic

Katatura Hospita has two testing sites for HIV/AIDS as well asits STD dinic which houses
the VCT program. The patient caseload at the Katatura Hospital STD/HIV Clinic is 40 patients per
day with 25% to 37% (10 -15 patients) of the casdload being HIV patients. The casdoad has
increased due to the introduction of the highly affective anti-retrovira therapy (HAART) program.
Prior to the availability of HAART, patients chose not to come to the hospitd asthey fdt that the
hospital had nothing to offer.  Those coming for care a the STD/HIV Clinic receive information and
generd counsding and then obtain an appointment for testing. They are encouraged to being afamily
member, friend, or spouse who will serve asther support person at the time of disclosure of the HIV
test results.

Petients who have been hospitaized with opportunistic infections receive prophylactic
treatment. Those who had not been previoudy tested are in need of counseling prior to HIV testing
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occurring. However due to the workload of the nursing staff, it has been difficult to get pre-test
counseling done.

Patient Flow in the Clinics

Many stops are needed for patients to complete their vigits. Thisresultsin acumbersome and
expendve system (i.e. payment for services, regidration for visits, medicd vist, vist to pharmecy,
HIV counsdling and testing, return for HIV test results) that serves as a deterrent for many patients to
receive HIV counsdling and testing. Additional money is needed for taxi rides and hospital fees. If
they are working, one hasto get off work to atend the numbers of visits required to complete HIV
counsding and testing and obtain test results. In the STD/HIV Clinic, shortcuts have been made to
make services more user friendly and easier for the patient to navigate.

Staffing

There has been abrain drain with nurses leaving for better paying jobs in South Africaand
other countries. For award of 40 patients, there are atotal of 5 RNsfor around the clock gaffing.
Thereisno time to do counsdling. Patients often present to the hospita with opportunigtic infections
due to HIV, but HIV/AIDS testing is not done due to lack of nursng staff to do pre-test counsdling.
Due to many different languages utilized in Namibig, it is difficult to do generdl counsding. Auxiliary
nurses were graduated up and sent to school to be registered nurses. However, after completion of this
education, they leave for better paying jobs. Tertiary education in Namibia s not free and costs
approximately $5,000 US Dollars per year to go.

Training

HIV counsdling training has been reduced from five days to three days due to the costs of the
training and absence from the job Site. The current curriculum is not enough; follow-up training is
needed. There are ongoing discussons now regarding the rollout of training for HIV counsdors.

Digtance education is being discussed with the possibility of videoconferencing. However,
ongoing training is difficult to organize throughout Namibia. Currently the HIV Clinicd Society hasa
system for continuing education. Thistraining is at an additiona cost of N400 (US $60) for
certification. Materids for sudy are mailed out with athree day exam period being in place.

Discusson and plans to sandardize training for dl is currently in progress.

Plansfor Decentralization of Services

There are plansto decentralize HAART sarvices. However, there is the need to train staff in
ARV management before decentrdization can occur. Training has started in six regiona hospitalsin
the last five months for doctors, nurses, and pharmacists with plans for roll-out.

Supervision of CounselorgQuality Assurance

Thereisan ARV Committee at each Site. It has representatives from adminigration,
pharmacy, nurang, community leadership, and PLWA. They oversee quality assurance &t esch Site.
The Technica Advisory Committee sets standards for the ARV program and ensures that policies are
in place.
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Family Planning, Patient Attitudes, and Communication

Family planning services are available at Katatura Hospitd. Condoms are provided free at the
clinic. Condomsthat are socialy marketed are less expensve. Other condoms are more expensive.
People are making choices between buying food or buying condoms.

Condom use for awoman is viewed as the woman being sexud involvement with other men.
If men use acondom, it is seen that they are unfaithful - Right now there is not the understanding that
condoms can aso be used for family planning.

When agirl begins her mengtrud period, there is a big celebration announcing that she is now
awoman. However, this also makes it known that sheis available as a sexua partner thusincreasing
her risk for her first sexua encounter at an early age, and increasing her risk for HIV.

The most important job that a girl seesthat she can haveisto be amother. Thisis samefor
the man. Even the family members of young unmarried girls want her to be amother. There are
coupleswho are HIV+ who ill desire to have achild. Even when the man knows that he is going to
die he desires to have a child to carry on his lineage; he will look to father achild. Women who are
HIV+ and have never had a child are jedlous that the other wife has a child, and are driven to become
pregnant.

It is very difficult for women to talk about sex or to negotiate sex. They fed that it is
“unwomanly” to bring thistopic up. In Uganda there were cdl in radio shows that helped to open up
communication between men and women regarding sex topics. The show was acdl-in show wherein
one could cdl in to discuss topics related to sex. This alowed one to be involved in conversations
about s2x while ill remaining anonymous.

Lifeline/Childline-Namibia
Informant: Amanda Kruger — National Director

Lifdineg/Childline Namibia is affiliated with Life Line Southern Africa, amember of Lifeine
Internationd, which has over 200 centersin 15 different countries. Lifdine Internationd is affiliated
with the International Federation of Telephone Emergency Services which is aworldwide body of
organizations that operate telephone counsdling services. Two of their stated objectivesinclude
promoting the establishment of centers to respond to appeals for help over the telephone and at drop-
in centers saffed by trained voluntary workers, and referring persons in need of follow-up counsdling
to professiona persons or agencies equipped to handle such cases. Lifding/Childline has atrack
record in training and supervison of community members who provide counsding. They are dso
fully conversant with the New Start VCT protocols due to their involvement in New Start VCT
delivery in Katatura and Rundu. The god of Lifdineg/Childline in working with USAID/Namibiaisto
develop and implement an integrated counseling program to ensure effective VCT and PMTCT plus
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services!® Their plans are to pilot aprogram in 13 regionsin the first 14 months of their program.
Five of these regions are under USAID and will have programs opening up in the next 7 to 8 months.
Partners of Lifeine/Childline include Catholic AIDS Action, Catholic Hedlth Services, Evangdlica
Lutheran Church in the Republic of Namibia AIDS Programme (ELCAP), MoHSS, Heeth
Communication Partnership (HCP); Margaret Sanger, and the University of Namibia
Lifdine/Childiineis the only NGO that specidizes in counsding.

Becoming a Counselor

Community individuas interested in becoming alay counselor undergoes a screening process.
They must have completed 8 to 10 grades of schooling to ensure their ability to understand the
curriculum. However educetion is not the only selection criteria. On€e's persondity and motivation
are dso criticd factorsthat are evauated. Anyone with addiction problems are not accepted for
training. The cost of counsdor training is US $170 to $999 (NB1200 to NB6000), > 1 month subsidly.
It isfdt that if the Student will have a better appreciation of the program if they have to pay for it.

Curriculum

The curriculum of the Lifdine/Childline program is broken down into different Sages. The
firat stage includes persond growth and spiritudity and involves sdlf introgpection. Activitiesinclude
making a pie chart that identifies percentages of time required by the varied rolesin one' slife;
drawing timelines of on€e' slife; and discussions regarding differences between spiritudity and religion
are hdd. These activities encourage participants to open up and share with other group members.
After completion of this module, a salection process occurs. Before one can move onto the next
module, they must have completed a self evauation, peer evauation of each person in their group and
be evaluated by the facilitator of the group. There needs to be a correlation between dl of the
evauations that have occurred. If there is discordance between one' s self-evauation and the
evauation of one's peers and facilitator, then this presents adanger sign thet illustrates the need for
further work on one’s sdf. If dgnificant issues arise, one is only able to progress to the next module if
they are willing to work on themsdves. If no effort is gpplied to do the self-work that is needed, then
it isfet thet the course will have no vaue for the individua. Work during the firs module is done in
small groups of no more than 6 people with afacilitator to guide each group.

The second stage includes basic counsding skills. During this stage of training, video cameras
are used for sdf and peer evaludions. Thereisalot of practicd training during this stage with
additiona sessions arranged for those needing additiona time to work on varied issues. The
breakdown of facilitatorsto trainees at this sage is asfollows:

1 facilitator for every 6 people

4 facilitators for 20 people

6 facilitators for 30 people
Stage three of the curriculum is Probation Training which occurs on a one to one bass.

Fadlitators for Lifding/Childline are employed trained individuals. Thetota time for
completion of the program is minimally 100 hours; 60 hours for theoretica training and 40 hours for
practicum training. Upon completion of the training, no jobs are promised. Hiring and interviewing

!5 Implementing AIDS Prevention and Care (IMPACT) Project. Subagreement between Family Health International (FHI) and
LifeLine/Childline Namibia Windhoek, Namibia. January 2003.
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for the program remain gray areas. How one interviews raises issues with whether or not they are
chosen. Itisthe desireto train individuals who spesk the local language, however the person
interviewing them may not spesk their language; thus making the interview process less than
favorable for the person being interviewed.

Those individuals who have been chosen for the training program must adhere to the
principles of the program. Their persona conduct outside of the classroom must be in line with
program principles. They are seen as role models, therefore, ingppropriate behavior can endanger their
place in the program and any job they may have with the program.  Commitment is seen asamgor
vauein this program. Those who are very committed will exhibit this during the volunteer time.

Those lacking commitment will fal out of the program.

Thevidon of Lifding/Childlineisto be the entry point for certification in lay counsdling.
Following certification, it is hoped that programs could be developed that will lead to adiplomain
counsdling. Certification and adegree in counsding will dlow employment and a career path.
Different modules will be added to the basic curriculum. Certificates will be dated. Those who have
already completed trained will only need to update their skills with the additiond units that will be
developed. It isanticipated that the certificate program will be in place between 2004 and 2005. They
would like to seek options such as distance education for completion of the additional modules.

Currently the Socia Auxiliary Worker Board has the task of developing standards for the
auxiliary worker. Presently thereisa 2 year diplomathat isrequired. Thereisthe need to create a
category in the professond regigtration system for lay counsdors. The service of lay counsdors
would need to be controlled by standards. At this time minimum standards and quality have not been
established.

There are lay counsdlors that have been trained under various programs such as Philips
Nambia, however thereis no sdection criteria and no skills maintenance program. The chdlengeis
knowing how to upgrade counsglors in a maintenance program

Lifeline has noted that while there is commitment, poorer volunteers cannot afford the time to
volunteer. They need food and taxi fare asincentives for their volunteer time. In Windhoek, thereisa
more affluent cadre of volunteers. However, outsde of Windhoek, young, unemployed individuds
function as the main counsdlors.

Supervision

Lifeine/Childline sees supervison as a supportive role for thetrainee. Clinicd supervisonis
Seen as authority in the workplace and fedls that it would be detrimentd if the supportive role to the
trainee is combined with the authoritative role. As noted in their sub-agreement with Family Hedlth
Internationa (FHI), counsdling supervison will involve monthly group meetings as well asfaceto
face meeting with individua counsdlorsin the presence of the supervisor as gppointed by the
implementing partner.’ Thusthe supervisory role of Lifding/Childlineisto be seen more as
mentoring of the trainees rather than dinica supervison.

Community Mobilization and Outreach

Outreach is d'so amgjor part of the work done by Lifding/Childline. Community members
are recruited, trained, and supervised to become voluntary counsdors. Outreach educationa activities
are determined by community requests and volunteer needs. Topicsinclude improving re;)roductive
hedlth, reduction of gender based violence, prevention of teen pregnancy and HIV/STIs. © Since
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obtaining amobile vehidein November, 2002, counsdling increased by 300% to 400% in afour
month period of time.

Impressions/Assessment #1: Lifeineg/Childlinehasastrong history in providing a sandar dized
curriculum and training program in counseling.

I mpression/Assessment# 2. Lack of job security with completion of the counsaling program

Students accepted into the Lifeline/Childline counsding program are not guaranteed a job
upon completion of the program. Prolonged time |apses between program completion and finaly
securing ajob can jeopardize the training that has been obtained in the program.  Also, adminidtrative
supervison will not be the role of Lifding/Childline.

Recommendation:

In an effort to employ counsdlors that complete the program as well as ensure supervisory
oversght, the following is recommended:
1. Joint interviews with the participating hospitas and Lifding/Childline.

2. Have hospitdsinterview candidates for counsding postions aswell as Lifding/Childline. The
hospita agrees to hire the individua contingent upon successful interview with Lifding/Childline.

3. Thetraining program offered by Lifding/Childline could be a part of the orientation and
probationary period for these individuas. Successful completion of the training and dinica programs
would be requirements for ongoing employment.

4. Have the hospitals (or USAID/Namibia) pay for the training as an employment benefit. This may
dlow more individuas to be digible for training who otherwise could not afford the tuition costs.

Impression/Assessment # 2. Administrative supervision of counseling staff will not be done by
Lifdine/Childline
Lifding/Childline will offer amentoring relationship rather than adminidrative supervison.

Recommendation:
1. Have an adminigtrative supervisory system in place in hospitals that will be using the counsdlors.

2. Encourage and ass¢ in the establishment of professiona counsdling positionsin MoHSS and
Socid Worker Auxiliary Board with proper licensing/accreditation standards.

I mpression/Assessment # 3. System isneeded for incor porating counselorstrained in other
programs.

There are anumber of counsgors available who have completed other programs. However,
their training may not have encompassed al that would be covered with the Lifding/Childline
curriculum.
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Recommendation:

1. Establish amechanism wherein these counsdors are able to “test out” of portions of the programin
which there is demondtrated proficiency. Thiswould dso indude testing out of clinica portions of the
curriculum upon appropriate assessment and observation of dinica ills.

Overall Recommendationsfor All Hospitals and USAID/Namibia

#1. Pay | ssues/Staff Retention

While changesin gaff scheduling and salary are outside of the perview of USAID, strong
recommendations can be provided to the appropriate governing bodies to look at monies alocated to
daffing. Issuesthat plague nurang saffing throughout Africa are highlighted in anumber of articles
from South Africa. The articles note the following:

a

b.

C.

(1)

—ooa

need to trandfer the image of nurang into astimulating career choice

the government has reduced the budget for training; thus reducing the number of training
collegesfor nurses

increased patient loads for nurses (one nurse to 18 patients; 500 outpatients per day with
14 to 15 nurses detailed to this area.); nurses feeling that they are unable to provide good
care under these conditions

long hours and poor pay; the long hours interrupt family time

after Sx years of sarvicethereisvery little sdary increase, thus senior nurses are making
the same amount of money as junior nurses working one to five years

lack of treatment policies for diseases such asHIV

poor treatment of nurang staff

need to unfreeze pogts quickly to alow replacement of nurses who have emigrated

|ate payment of annual registration fees'

Africa spends gpproximately $4 bn annually on recruiting 100,000 skilled expatriates.
(this equal's about 40,000 per expatriate)*’ 8, 1°

6 Amupadhi. T. Nurses, social workers struck off for not paying annual fees. Namibian. March 12, 2003.
http://www.namibian.com.na/2003/march/national/03BC3504C@.html

7 Shevel, A. Hospitals offer incentives in a bid to kep their staff. Home Systems Trust. September 6, 2003.
http://new.hst.org.za/news/index.php/20030207.

18 South Africa: Government wakes up to flight of health workers. IRINnews.org.
http://www.irinnews.org/report.asp?ReportID27765.

9 Naidoo. N. South Africa is losing hundreds of nurses each year. Natal Witness, 24 May 2000.
http://www.gueensu.ca/samp/migdocs/Nurses.htm.
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An abgtract of an article dated December 6, 2002, it is stated :... "NAMIBIA isnegotiating
with other governmentsin southern Africa about recruiting foreign nurses to fill vacancies creeted by
increesing HIV-AIDS deaths and the resignation of staff, a senior adminigrator in the Ministry said
this week. Many nurses have resigned this year to take up better paying posts, mainly in the United
Kingdom (UK), putting pressure on a hedlth system aready under strain. Dr Norbert Forster, Under
Secretary in the Ministry of Hedlth and Socid Services, told The Namibian that in some hospitals up
to 30 per cent of postsin the category of enrolled nurses were vacant "noted that Namibiawas
negotiating with other governments to recruit foreign nurses to fill vacancies created by increasing
HIV/AIDS desths and the resignation of staff.>° As noted above, enormous amounts of money is
being spent to bring in expatriates to fill vacant positions. Strategies to address the nursing shortage
and pay inequities utilized by government and private industry in the United States and private
hospitals in South Africainclude additiond pay for certifications in speciaized aress, advance
practice nursing (nurse midwives, nurse practitioners, and nurse anesthetists); shift differentials for
evening, night, and weekend shifts, charge nurse duties; flexible scheduling; holiday pay; locdity pay
based on geographic location; hazard pay; relocation bonuses; recruitment bonuses; sSgn-on bonuses,
and additional pay for hard to fill positions; payment of a 14" cheque to nurses; provide performance
based pay awards. 1,22, 23, 24 25 26 Some recommendations that may be applied in Namibiainclude:

Recommendations:

1. Make recommendations to the Ministry of Hedlth, the Public Service Commission, and other

gppropriate agencies to use the same money that it takesto bring in additiona nurses to upgrade the

sdaries of the current work force. Some examplesthat are occurring in the United States include:
a). establishment of a career ladder for nurses with increasing pay commiserate with
increased education (certificates, degrees, specidization), longevity)

b) modificationsin the pay schedule that will alow there to be a percentage increase in
base sdary for dl nurses when they work evening, night, or weekend shifts rather than just
for Sunday duty or on public holidays. If everyoneisrotating to either day/evening or
day/night rotations and rotating weekend shift duty then dl would share in the benefits
provided by the additiond pay.

20 http://www.lopezl.com/lopez/nursing.shortages.short.staffing/african.nurses.htm

2 Halbrook. S. Fair-pay issue galvanizes RNs at SUNY Stony Brook.
http://www.thecommunicator.org/comoct2001/nursesoct.htm.

22 Kossler, M. Shortage of nurses leading hospitals to policy changes. Getting creative: Wage models revised at Bayfron, St.
Joe’s, others. The Business Journal of Tampa Bay. November 19, 2001.
http://tampabay.bizjournals.com/tampabay/stories/2001/11/19/storyl.tml?t=printable.

3 gaturday Differential. CC Title 38 for Nurses and Allied Health Employees. Clinical Center, DHHS/NIH. Human
Resources. http://ohrm.cc.nih.gov/info_center/NursAH/sat.htm.

24 Shift Differential Pay. State of Texas Human Resources.  http:/www.hr.state.tx.us/Compensation/shiftdifferential. html

% The Nurse Career. Nurses for a Healthier Tomorrow. http://www.nursesource.org/nursing_careers.html.

% ghevel. A. op.cit.



c) Allow for flexible scheduling in the pay schedule which would alow for nurses to work

8, 10, or 12 hours shifts. Another option is utilizing aweekend dternative program wherein
nurses who work every weekend (Saturday and Sunday ) are paid for 36 or 40 hours rather
than just 24 hours. This can provide more permanent weekend staffing.

d) Consultation with the American Nurses Association in the United States or other countries
that have nurses' unions who can assist in cregtive pay and scheduling programs to ensure
better pay for nurang staff.

2. Pay theannud regidration fee for dl saff who have thisrequirement. Thiswould  provide
supplementd pay for saff that is not exorbitant, but ill provides aff incentives. It will dso
maintain saff in the workplace.

3. Assg the Ministry of Hedlth and Socid Services and Catholic Hedlth Services in establishing a pay
schedule and supervisory system thet is consstent for al staff across the board regardiess of who is
the employer of the gaff. Having varied pay schedules and ability to be detailed is disruptive for
dedling with gaffing needs and saffing morae.

#2. Lack of Hospital Wide Infection Control Program Utilizing Universal Precautions

In an article entitled “The Impact of HIV/AIDS on the Hedlth Professons in Developing
Countries’, it sates that there is an unprecedented absence from work of doctors and nurses due to
gckness, mainly, it isthough, HIV. Femdesare more likely to be absent due to caring for family
members suffering from HIV/AIDS. Staff in hedlth sysemsin sub- Saharan Africawho are not
specificaly assigned to AIDS care and prevention give little thought to AIDS risk within their
gtandard practices...Minima standards of infection control are observed, gloves are frequently not
work for givi n7g injections or taking blood samples and supplies of bleach and acohol are not
maintained.” 2
While there were guiddines on PMTCT practicesto be used in labor and ddivery in two of the three
hospitals, there was alack of hospital wide infection control practices utilizing universa precautions.
These precautions are critica to prevent HIV contamination for hospita saff. Use of ARVsfor
hospitd staff should be the back up to a strong hospital wide infection control progrm.

Recommendations:
1. There must be commitment to provide the necessary supplies that will provide protection of the
gaff while they work with HIV postive patients. These things will include:
a an active infection control program with 100% hospital staff participation
b. hospita wide in-service on infection control
a an active infection control committee utilizing universa precautions
b. hospital wide infection control guiddines for universal precautions that are implemented
throughout the hospital

2" The HIV/AIDS Crisis: A Commonwealth Response. The Impact of HIV/AIDS on the Health Professions in Developing

Countries. Commonwealth Medical Association. http://www.para55.org/hiv_aids_crisis/cma_paper.htm.
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C. proper equipment to ensure proper disposa of contaminated supplies, i.e. incinerators,
appropriate trash bags to identify biohazardouswastein al high risk patient areas,
d. ensuring that necessary equipment for staff protection isincluded on the essentid supply
ligt for Namibia. Some examples of suppliesinclude but are not limited to the following:
i. biohazardous trash bags
il. gloves (derile and non-derile)
iii. masks
iv. heparin locks
v. needles and syringes
vi. bleach and appropriate cleaning supplies
vii. rubber/plagtic gprons
viii. digposabledrapesor to usein high risk patient care areasi.e. high risk maternity
care ward, labor and ddivery, TB wards, casudty ward; theatre. If disposable drapes
are not used, laundry from these areas should be separated from other laundry by use
of specid bags.
ix additiona staff to handlelaundry if disposable drapes are not used.

3. Induson of Universd Precautionsin in-service and pre-service education programs

#3. Lack of adequate patient care areasto assure confidentiality and basic human dignity for
HIV + patients and PLWA.

A lack of physical space was apressing issuein St Martin's Hospital and Onandjokwe
Hospital. Overcrowding in the maternity units, the TB units, the casudty units and medica units
made it impossible to maintain patient confidentidity or basic human dignity. Also the ability to
maintain infection control practicesis aso greatly compromised. The need for oral medications for
pain relief was aso dated by saff from St Martin'sand St. Mary’s Hospitals

Recommendation

1. Condderation by USAID/NAMIBIA to congtruct additional patient care areas that will provide the
necessary physica space that will continue to ensure patient confidentidity, patient dignity, and
infection control measures consstent with universal precautions.

2. Assg with policy that would alow use of ord medications for pain relief at home or hospita for
patients dying from HIV/AIDS.

#3. Need for administrative supervision for counseling staff/Need for additional counseling
staff.

Lifeling/Childline does not see their role as adminigrative supervisors for the candidates they
train for counsding. It wasfdt by the saff at St. Martin's hospita that dl physician and nurang Saff
should be able to do HIV/AIDS counsdling.

Recommendation:
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1. The establishment of supervisory linesfor counsding saff is needed if not dready in place.  Joint
recruitment and interviews by adminigtrative supervisors a the hospita's and Lifdine/Childline saff
could begin this rdaionship.

2. Have HIV/AIDS counsding by the respongbility of dl physician and nurang staff and
incorporated into their job description. 1n-service education would be needed to complete the
necessary training needed to accomplish this.

3. Encourage and asss in the establishment of professona counsdling positions in the MoHSS with
proper licensing/accreditation standards.

#4. Community strategy should include call-in radio show and meetings with health
committees.

Communication strategies that were cited by women, VCT counsdors, and service delivery
providersincuded having acdl-in radio show wherein questions re: HIV/AIDS could be answered on
the radio show and anonymous discussion of HIV/AIDS could be held. 1t was aso strongly advised
by these groups to contact the health committees in each community along with having a campaign to
get meninfor HIV/AIDS testing. Information is dso needed regarding signs and symptoms of
HIV/AIDS.

Recommendation:

1. Ligten to the women and the providers by employing the Strategies listed above.

2. Trangportation is essentia to access remote villages for communication messages regarding
PMTCT, HAART, HIV/AIDS aswell asfor patient follow-up. The purchase of vehicles,
motorcycles, and bicycles for use by outreach gaff is highly recommended.
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